Forty one patients (38%) answered the telephone interview of which 80% of patients declared to be fully satisfied with the cosmetic appearance and size of the neo-phallus, 76% reported to successfully achieve an orgasm through masturbation or penetrative sex intercourses, 76% would have the operation again and 90% would recommend the operation to a friend.
INTRODUCTION AND OBJECTIVES: Insertion of penile prostheses after previously performed phalloplasty in female to male (FTM) transsexuals is essential in all patients whose main goal is to obtain rigidity and erection. The objective of our study was to evaluate the outcomes of penile prosthesis insertion after total musculocutaneous latissimus dorsi (MLD) phalloplasty in female to male transsexuals. METHODS: Between January 2009 and May 2017, 61 FTM transsexuals underwent implantation of penile prosthesis, as a second stage of gender affirmation surgery. All patients in our series had previously undergone total MLD phalloplasty. Period between phalloplasty and prosthesis insertion ranged from 9 and 23 months (mean 13 months). Malleable penile prostheses are inserted into the neophallus using dorsal and/or penoscrotal approach. The proximal end of the prosthesis was fixed to the pubic symphysis preventing dislocation of cylinders. When a three-component inflatable prosthesis was used, cylinders were inserted using dorsal approach. Pump was positioned in the opposite scrotum from microvascular anastomosis side, while the reservoir was placed retrovesically using the inguinal approach.
RESULTS: Mean follow-up was 37 months (range 17-117 months). Inflatable and malleable prostheses were implanted in 22 and 39 patients, respectively. Good functioning with full rigidity was reported in 15 and 37 patients. Rejection of inflatable penile prosthesis due to an infection was noted in two patients and in one patient after malleable penile prosthesis implantation. In two patients, inflatable penile prosthesis was replaced by a malleable due to migration of cylinders with rigidity of only proximal part of the neophallus. Three patients reported no using of the inflatable implants. Broken malleable penile prosthesis was noted in two patients after sexual intercourse and thus had to be replaced. All other patients who were having sexual intercourse reported satisfying prosthesis functioning.
CONCLUSIONS: Penile prosthesis plays a main role for FTM transsexuals who have undergone phalloplasty and wish to have penetrative sexual intercourse. Insertion of penile prosthesis represents complex procedure with risks of complications, like rejection and malfunctioning. Musculocutaneous latissimus dorsi flap results in good volume and dimensions of the neophallus offering simple and safe insertion of penile prosthesis. Our survey proved lower complication rate when compared to penile prosthesis insertion after other phalloplasty techniques.
Source of Funding: None

MP04-16 REVISION VAGINOPLASTY USING ROBOTIC PERITONEAL FLAPS FOR VAGINAL STENOSIS IN TRANSWOMEN
Geolani W. Dy*, Ian Nolan, Matthew Katz, Adam Jacoby, Rachel Bluebond-Langner, Lee Zhao, New York, NY INTRODUCTION AND OBJECTIVES: Penile inversion vaginoplasty (PIV) is the most common technique for primary feminizing genital reconstruction in transwomen, which requires regular lifelong dilation to maintain adequate canal depth and width. Vaginal stenosis is a common complication of PIV and canal reconstruction is a challenge due to paucity of tissue, requiring extragenital skin grafts or use of enteric segments. We present an alternative approach to canal reconstruction using robotic assisted peritoneal flap mobilization.
METHODS: Between September 2017 and September 2018, we identified 8 transgender female patients who underwent peritoneal flap revision vaginoplasty. Two peritoneal flaps measuring approximately 8 cm wide by 10 cm long are raised from the anterior aspect of the rectum and sigmoid colon, and the posterior aspect of the bladder. The two peritoneal flaps are advanced distally to serve as an attachment for inverted penile skin from previously a created, stenosed vaginal cavity. The proximal edges of the flap form the neovaginal apex. Patient demographics, medical comorbidities, surgical indications, intraoperative details are described. Post-revision neovaginal dimensions and complications served as outcome measures.
RESULTS: Patients had a mean age of 37 years (range 28-58) at time of revision. All underwent primary penile inversion vaginoplasty, undergoing revision at a median of 13.5 months (range 6-240) since primary vaginoplasty. Seven of 8 patients underwent initial PIV at an outside institution. Three patients had undergone previous revision vaginoplasty. Surgical indications included short or stenotic vagina or absent vaginal canal in all 8 patients.
Average procedure length was 5 hours and average length of stay 5 days. Mean follow up was 120 days (18-362) days. At most recent follow up, mean vaginal depth and width were 14.5cm (range 14.5) and 3.7cm (range 3.5-3.8), respectively. There were no complications related to peritoneal flap harvest; one patient had post-operative bleeding from a prostatic pedicle requiring suture ligation under anesthesia.
CONCLUSIONS: We describe a safe, minimally invasive approach to revision vaginoplasty for vaginal stenosis after primary and failed revision PIV. Peritoneal flaps provide a well-vascularized canal without additional donor site morbidity.
Source of Funding: None
MP04-17 GENDER-AFFIRMING VAGINECTOMY AND COLPOCLEISIS
Helen Hougen*, Daniel Dugi, Kamran Sajadi, Portland, OR INTRODUCTION AND OBJECTIVES: Total vaginectomy and colpocleisis (TVC) are performed as part of gender-affirming genital surgery in transgender men. The procedure can be performed by total excision of the vaginal mucosa, fulguration of the mucosa, or a combination of both, followed by closure of the vaginal space. At our institution, the entire vaginal mucosa is excised; this is performed concomitantly with a metoidioplasty or as part of a one-or two-stage phalloplasty. We describe the procedural outcomes of vaginectomy by total vaginal excision.
METHODS: TVC was performed by excising the vaginal mucosa from the introitus distally to the vaginal cuff proximally, with the exception of the distal anterior vaginal wall which was mobilized as a
